an assessment of the contexts that characterize coerced HIVST, to inform interventions to prevent it.
To the Editors:
Many thanks to Dr. Clement et al for their interest in our brief report, which highlighted the disparate uptake of HIV preexposure prophylaxis (PrEP) by populations that are most affected by the HIV epidemic, in particular black men who have sex with men (MSM) in the United States Deep South. In our brief report, it was emphasized that community-based support systems, as well as, targeted messaging, and novel strategies may be necessary to increase uptake of HIV preexposure prophylaxis (PrEP) in this high-risk population. As evident by our primary referral source, most patients in our cohort were referred by a sexual partner (34%) or health care provider (21%), and not by a community-based organization (8%). This likely contributed to our initial HIV preexposure prophylaxis (PrEP) cohort demographics, with under-representation of black MSM.
The authors of this letter provide proof of concept that partnerships with community-based organizations can be extremely successful as a referral source for black patients, whereas relying on selfreferrals and/or PCP referrals may not result in patient demographics reflective of the current epidemic. We are similarly relying on strong partnerships with community agencies and local health departments to leverage existing relationships within the community to increase uptake of PrEP among black MSM in our Southern state. Moreover, we are actively working with clinical, community, and public health partners across the state to provide awareness, education, and technical assistance in developing and implementing PrEP service delivery programs in traditional clinical settings, as well as alternative community-based venues. Qualitative studies we have conducted with black MSM have suggested that novel, nontraditional venues for PrEP delivery may be preferable and enhance the uptake of this biomedical prevention tool (Elopre, unpublished data, 2017). We feel that there is an urgent need for more public health and implementation science research to identify best practices for targeted outreach to increase uptake of PrEP among those in greatest need to prevent further amplification of HIV health disparities, which are particularly magnified in the Deep South among black MSM.
INTRODUCTION
HIV self-testing (HIVST) scale up may help achieve the first 90 within the UNAIDS 90-90-90 targets. 1 HIVST is defined as a process in which a person collects his/her own specimen (oral fluid or blood) and then performs a test and interprets the result, often in a private setting, either alone or with someone he or she trusts. 2 New World Health Organization (WHO) guidelines supporting HIVST have provided momentum for self-testing. 2 Although HIVST increases agency about when, where, and with whom to test, 3, 4 one unintended consequence may be an increase in coercive HIV testing. We define coercion as being forced to test. This may be through physical means (with actual violence or threat of violence) or could involve threats to take away something if the person does not do the test (eg, losing their job, breaking up a relationship, and not having sex). The WHO and others state that HIV testing must be voluntary. 2, 5 However, cases of coerced testing have been observed among women forced by their employers (both in sex work and nonsex work settings), 3, 6 detained individuals (prisoners, drug users, and sex workers) forced by institutions, 7, 8 and young people forced by their sex partners. 3 In China, there is an emphasis on public health responses focused on expanding key population HIV testing and a history of compulsory HIV testing among several subpopulations. 9 For example, in 1995, a Chinese law required premarital HIV testing, 10 and sex workers and drug users often receive compulsory testing in detention settings. 7, 9, 11 In recent years, China has rapidly scaled up HIVST, partly driven by a thriving online self-test kit market. 12 Surveys of men who have sex with men (MSM) report that approximately a third have already used HIVST. 13 In a setting where HIV testing has become more decentralized, it is unknown if coercion may be occurring. We aimed to examine the prevalence and correlates of coerced HIV testing among MSM in China.
METHODS
From July to August 2016, an online, cross-sectional study among L.E. is currently receiving Grant 1K23MH112417-01 from the National Institute of Mental Health. The remaining authors have no funding or conflicts of interest to disclose.
Supported by the National Institutes of Health (NIAIDChinese MSM was conducted. At the time of recruitment, these men were living in 1 of 8 cities in Guangdong Province (Guangzhou, Jiangmen, Zhuhai, and Shenzhen) or Shandong Province (Yantai, Jinan, Qingdao, and Jining). Advertisements were distributed through Blued (Blue Brother, Beijing, China), a social networking mobile phone application for MSM, used by approximately 40 million users. Inclusion criteria were men born biologically male, aged 16 years or older, who had ever had sex with another man, and had ever tested for HIV. Demographic variables included their age, education level, marital status, annual income, and household residency status. Sexual history included their sexual orientation, disclosure of sexuality or sexual history with men other than regular partner, disclosure of sexuality or sexual history to health providers, where they usually met their sexual partners, consistency of condom use for anal sex in the preceding 3 months, and any casual male partner(s) in the 14 HIV testing behaviors included whether past testing was through facility and/or HIVST kits, whether the HIVST kit was provided by someone else, and whether other people were present during their last HIVST. Men who experienced HIV test coercion were identified from the questions: "Did someone else (partner, boss, friend, or others) force you to take an HIV test (facility based test?)" and "Did someone else (partner, boss, friend, or other) force you to take an HIV self-test?"
Descriptive analysis was conducted to summarize the demographic, behavioral, and HIV testing experience. x 2 tests were used to test for statistically significant differences (P , 0.05) in reporting of HIV test coercion between men who reported using HIVST and those who have not used HIVST. Bivariable and multivariable logistic regression were conducted to explore factors associated with reported HIV test coercion. Each multivariable model was built using results from a literature search and expert consensus from collaborators to select potential confounders. Model adjustment controlled for confounding by variables identified through directed acyclic graphs. 15 Each variable was examined independently in separate regression models, adjusted for age, education, annual income, and household registration status. All analyses were conducted using STATA software (StataCorp, College Station, TX).
Ethical approval was obtained from the ethics review committees at the Guangdong Provincial Centre for Skin Diseases and STI Control, the University of North Carolina at Chapel Hill, and the University of California, San Francisco.
RESULTS
One thousand three hundred and twelve MSM reported having ever tested for HIV. Respondents were young (mean age 26.9 6 6.3), and about two-thirds (69%) had an above high school level education. The majority (76%) self-identified as gay and a third (31%) reported condomless anal sex in the past 3 months.
The majority had ever tested in a facility (86%, n = 1125). About half had ever self-tested (52%, n = 685), and about a third had used both facility-based testing and HIVST (38%, n = 498). A third of those who used HIVST reported receiving HIVST kits from other people (35%, 243/685). During the last HIVST conducted, 66% (455/ 685) were alone, 24% (162/685) had a partner present, 9% (65/685) had a friend present, and 1% (4/685) had a family member present.
Overall, 64 men (5%) reported ever experiencing HIV test coercion: 8% (52/ 685) in men who had used HIVST compared with 2% (12/627) for men who had not used HIVST (P , 0.001).
Bivariable and multivariable logistic regression results are presented in Table 1 
DISCUSSION
Our study suggests that HIVST may be associated with coercion among Chinese MSM. This is consistent with qualitative studies on selftesting; 16 but to our knowledge, it has not been described in quantitative research. The relationship between coercion and HIVST may be influenced by China's relatively permissive regulatory environment, 4,17 few formalized resources for self-testing, and underlying social contexts such as power imbalances. Our findings underscore the importance for policies to be in place to monitor for potential harms of HIVST. Especially in settings where power imbalances may exist among those seeking HIV testing, there is a risk of overriding the human rights of vulnerable populations who may not report that they are being coerced. 7 We also found that MSM with more condomless sex were more likely to experience coerced HIV testing. This is the first report of this finding within the current literature on HIV test coercion in MSM. One hypothesis to explain our findings may be that men force high-risk sex partners to receive HIV testing, sometimes called "point-of-sex" testing. This trend has been reported predominantly among MSM in the United States. [18] [19] [20] MSM may use point-of-sex testing as a risk reduction technique to screen sexual partners before sex, despite its limitation related to the window period. MSM using point-of-sex testing reported a high yield of HIV positive results (;10%) and high percentage of partners who were not aware that they were HIV positive (;60%). 19 Although there is enthusiasm for using mutual partner testing to increase awareness of risk and decrease condomless sex between discordant partners, 21 future studies on examining point-of-sex testing should also include measurements of the potential harms of test coercion.
The study should be interpreted in light of some limitations. This was a quantitative study of men reporting coercion, and further qualitative studies are needed to expand on the contexts of coercion. Power relationships are not dichotomous and there may be a spectrum of agency for choosing to test or not to test. Understanding power differentials is important, as it may impact on the recognition of what constitutes coercion. MSM living in China are a hidden population, and we tried to maximize representativeness by sampling from multiple locations and using an anonymous online survey. However, these findings from an online sample of MSM are unlikely to be representative of all MSM in China as men we sampled are younger and better educated. Nevertheless, it indicates that a substantial number of young MSM in China have used HIV self-test kits and highlights the possibility of HIV test coercion among this subgroup of MSM who use gay social networking apps.
As countries continue to scale up HIV testing, including increasing access to HIVST, our findings suggest that coercion may be occurring among some MSM. Policies should be in place to monitor and measure for potential harms associated with HIV testing. Targeted messaging in programs promoting HIV testing should emphasize that every HIV test should be voluntary. 22 Future research should include more representative samples and
